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Persons born in countries/regions with a high (≥8%) and intermediate (≥2%)
prevalence of HBV infection including immigrants and adopted children and
including persons born in the United States who were not vaccinated as
infants and whose parents emigrated from areas of high HBV endemicity
Household and sexual contacts of persons with hepatitis B
Babies born to HBsAg-positive mothers
Persons who have used injection drugs
Persons with multiple sexual contacts or a history of sexually transmitted
disease
Men who have sex with men
Inmates of correctional facilities
Persons with elevated alanine or aspartate aminotransferase levels
Blood/plasma/organ/tissue/semen donors
Persons with HCV or HIV infection
Hemodialysis patients
Pregnant women
Persons who are the source of blood or body fluids that would be an indication for postexposure prophylaxis (e.g., needlestick, mucosal exposure, sexual
assault)
Persons who require immunosuppressive or cytotoxic therapy (including
anti–tumor necrosis factor α therapy for rheumatologic or inflammatory
bowel disorders)

consequences of chronic infection, including hepatocellular carcinoma. Populations and groups for whom HBV infection screening is
recommended are listed in Table 360-3.
Hepatitis D Infection with HDV has a worldwide distribution, but two
epidemiologic patterns exist. In Mediterranean countries (northern
Africa, southern Europe, the Middle East), HDV infection is endemic
among those with hepatitis B, and the disease is transmitted predominantly by nonpercutaneous means, especially close personal contact.
In nonendemic areas, such as the United States and northern Europe,
HDV infection is confined to persons exposed frequently to blood
and blood products, primarily injection drug users and hemophiliacs.
HDV infection can be introduced into a population through drug
users or by migration of persons from endemic to nonendemic areas.
Thus, patterns of population migration and human behavior facilitating percutaneous contact play important roles in the introduction and
amplification of HDV infection. Occasionally, the migrating epidemiology of hepatitis D is expressed in explosive outbreaks of severe hepatitis, such as those that have occurred in remote South American villages as well as in urban centers in the United States. Ultimately, such
outbreaks of hepatitis D—either of co-infections with acute hepatitis
B or of superinfections in those already infected with HBV—may blur
the distinctions between endemic and nonendemic areas. On a global
scale, HDV infection declined at the end of the 1990s. Even in Italy,
an HDV-endemic area, public health measures introduced to control
HBV infection resulted during the 1990s in a 1.5%/year reduction in
the prevalence of HDV infection. Still, the frequency of HDV infection
during the first decade of the twenty-first century has not fallen below
levels reached during the 1990s; the reservoir has been sustained by
survivors infected during 1970–1980 and recent immigrants from stillendemic to less-endemic countries.
Hepatitis C Routine screening of blood donors for HBsAg and the
elimination of commercial blood sources in the early 1970s reduced the
frequency of, but did not eliminate, transfusion-associated hepatitis.
During the 1970s, the likelihood of acquiring hepatitis after transfusion
of voluntarily donated, HBsAg-screened blood was ~10% per patient
(up to 0.9% per unit transfused); 90–95% of these cases were classified,
based on serologic exclusion of hepatitis A and B, as “non-A, non-B”
hepatitis. For patients requiring transfusion of pooled products, such
as clotting factor concentrates, the risk was even higher, up to 20–30%.
During the 1980s, voluntary self-exclusion of blood donors with
risk factors for AIDS and then the introduction of donor screening
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for anti-HIV reduced further the likelihood of transfusion-associated
hepatitis to <5%. During the late 1980s and early 1990s, the introduction first of “surrogate” screening tests for non-A, non-B hepatitis
(alanine aminotransferase [ALT] and anti-HBc, both shown to identify
blood donors with a higher likelihood of transmitting non-A, non-B
hepatitis to recipients) and, subsequently, after the discovery of HCV,
first-generation immunoassays for anti-HCV reduced the frequency
of transfusion-associated hepatitis even further. A prospective analysis of transfusion-associated hepatitis conducted between 1986 and
1990 showed that the frequency of transfusion-associated hepatitis at
one urban university hospital fell from a baseline of 3.8% per patient
(0.45% per unit transfused) to 1.5% per patient (0.19% per unit) after
the introduction of surrogate testing and to 0.6% per patient (0.03%
per unit) after the introduction of first-generation anti-HCV assays.
The introduction of second-generation anti-HCV assays reduced the
frequency of transfusion-associated hepatitis C to almost imperceptible levels—1 in 100,000—and these gains were reinforced by the
application of third-generation anti-HCV assays and of automated
PCR testing of donated blood for HCV RNA, which has resulted in a
reduction in the risk of transfusion-associated HCV infection to 1 in
2.3 million transfusions.
In addition to being transmitted by transfusion, hepatitis C can be
transmitted by other percutaneous routes, such as injection drug use.
In addition, this virus can be transmitted by occupational exposure
to blood, and the likelihood of infection is increased in hemodialysis
units. Although the frequency of transfusion-associated hepatitis C fell
as a result of blood-donor screening, the overall frequency of hepatitis
C remained the same until the early 1990s, when the overall frequency
fell by 80%, in parallel with a reduction in the number of new cases in
injection drug users. After the exclusion of anti-HCV-positive plasma
units from the donor pool, rare, sporadic instances have occurred of
hepatitis C among recipients of immunoglobulin (Ig) preparations for
intravenous (but not intramuscular) use.
Serologic evidence for HCV infection occurs in 90% of patients
with a history of transfusion-associated hepatitis (almost all occurring
before 1992, when second-generation HCV screening tests were introduced); hemophiliacs and others treated with clotting factors; injection
drug users; 60–70% of patients with sporadic “non-A, non-B” hepatitis
who lack identifiable risk factors; 0.5% of volunteer blood donors; and,
in a survey conducted in the United States between 1999 and 2002,
1.6% of the general population in the United States, which translates
into 4.1 million persons (3.2 million with viremia), the majority of
whom are unaware of their infections. Moreover, such population surveys do not include higher-risk groups such as incarcerated prisoners
and active injection drug users, indicating that the actual prevalence is
even higher. Comparable frequencies of HCV infection occur in most
countries around the world, with 170 million persons infected worldwide, but extraordinarily high prevalences of HCV infection occur in
certain countries such as Egypt, where >20% of the population (as high
as 50% in persons born prior to 1960) in some cities is infected. The
high frequency in Egypt is attributable to contaminated equipment
used for medical procedures and unsafe injection practices in the 1950s
to 1980s (during a campaign to eradicate schistosomiasis with intravenous tartar emetic). In the United States, African Americans and
Mexican Americans have higher frequencies of HCV infection than
whites. Between 1988 and 1994, 30- to 40-year-old adult males had the
highest prevalence of HCV infection; however, in a survey conducted
between 1999 and 2002, the peak age decile had shifted to those age
40–49 years; an increase in hepatitis C–related mortality has paralleled this secular trend, increasing since 1995 predominantly in the
45- to 65-year age group. Thus, despite an 80% reduction in new HCV
infections during the 1990s, the prevalence of HCV infection in the
population was sustained by an aging cohort that had acquired their
infections three to four decades earlier, during the 1960s and 1970s,
as a result predominantly of self-inoculation with recreational drugs.
As death resulting from HIV infection fell after 1999, age-adjusted
mortality associated with HCV infection surpassed that of HIV infection in 2007; >70% of HCV-associated deaths occurred in the “baby
boomer” cohort born between 1945 and 1965. Compared to the 1.6%
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